Mr Braithwaite Rickford (London) said that ten years ago (Rickford, 1954, Proceedings 47, 899) he had presented a series of cases divided into the following stages, depending upon the findings at operation: Stage I, confined to the body of the uterus; Stage II, body of uterus and cervix; Stage III, uterus and appendages; Stage IV, peritoneal and/or intestinal involvement. This division had been recently adopted by the classifying committee of the International Federation of Gynecology and Obstetrics (FIGO) . Mr Rickford presented a series of 38 consecutive patients treated by a full Wertheim's hysterectomy. They were classified into the four stages, as follows: Glandular involvement was found in 105 % of the whole series, but where the disease was confined to thebody of the uterus a positive node was found only once in 27 patients. Pre-operative intrauterine radium had been used in the majority of cases, and fractional curettage, prior to treatment, had been performed in an attempt to determine involvement of the cervix.
In many of the Stage I cases, the disease was extensive or had been present for two or more years. In spite of this, it appeared that spread to the glands of the pelvic wall was rare. When, however, the cervix was involved glandular spread was very much more frequent.
It therefore appeared unjustifiable to treat this disease, when confined to the body of the uterus, by a full Wertheim procedure. In such cases, preoperative intrauterine radium should be followed one month later by an extended hysterectomy including the upper third of the vagina and the cardinal ligaments. The uterus should be opened during the operation and, if the cervix appeared to be involved, pelvic lymphadenectomy should complete the operation. When, however, the cervix was known to be involved, the lymphadenectomy should be the first part of the radical operation.
Dr David J Mackay (Glasgow) said that from 1950 to 1954, 100 cases of cancer of the uterine body had been treated in the Royal Samaritan Hospital, Glasgow. Six had been lost sight of and were presumed to have died of cancer. The survival rates, corrected for deaths from intercurrent disease, were as shown in Table 1 . Radiotherapy alone was employed where operation was contraindicated by the advanced stage of the malignancy or, more seldom, by the general physicial condition of the patient.
The group having hysterectomy supplemented by deep X-ray therapy was small, so that these results were of questionable significance. However, when all cases treated by surgery were staged on an anatomical and histological basis, it was noted that this group contained a relatively higher proportion of the more severe cancers.
Only one case in the entire series was known to have developed a vaginal vault recurrence. Mr A P Bental (Norwich) reported on the results of 95 personal cases treated by total hysterectomy with a wide cuff of vagina when possible and bilateral salpingo-oophorectomy, between the years 1949 and 1958 (Table 1) .
The patients who died without recurrence were all examined by Mr Bentall within six months of their death; all had a certified cause of death unconnected with carcinoma and in 4 the absence of secondary deposits was confirmed by postmortem examination.
Of the 22 who died within one year, 3 were inoperable owing to age or general condition and several had known secondary spread at the time of operation. In the remainder the growth was of such a degree of malignancy that it killed the patient within one year although there was no Died of secondary 20 2 2 carcinoma more than one year after operation Section ofObstetrics and Gynwcology evidence of spread beyong the uterus at the time of operation. It was doubtful whether any of these could have been saved by a more extensive operation.
Twenty had died of secondary carcinoma more than one year after operation. Included in this group were 3 patients with whom contact had been lost; one who died of carcinoma of the thyroid having survived six years; and one who died of carcinoma of the colon with local secondaries and no evidence of spread in the pelvis at her second operation. The average age of this group was 64; it was suggested that these were the only ones where a more extensive operation might have been of value.
Of patients aged over 70 at the time of treatment, 6 died without recurrence with an average survival of six years. Of the 9 who died within one year, 2 were inoperable and 2 were found to have secondary spread. Only 2 died of secondary carcinoma having survived more than one year after operation. Mr Bentall wondered if a more extensive operation would have been justified on 17 women over 70 years of age.
If a more extensive operation were of value this should be apparent particularly in younger patients. The series included 24 patients under the age of 55 at operation; 16 are still living. In only 2 did it seem likely that the result might have been improved by a more extensive operation.
Mr David W Currie (Leeds) said that two of his earliest recollections concerning carcinoma of the uterine body were the statements (1) that the prognosis of the disease, when treated by hysterectomy, was nearly as good as with hysterectomy for fibroids; and (2) that an adenocarcinoma was insensitive to radium. There was some truth in the former and none in the latter. If the danger of the disease were exaggerated surgeons might be persuaded to undertake excessive therapy and create unnecessary complications. The disease spread locally very slowly. He had diagnosed and proved the presence of one carcinoma in 1940; the patient refused operation until 1946 and died in 1952 of a cerebral thrombosis with no sign of residual carcinoma in her body.
In his experience the glands of the pelvis were rarely involved unless the primary growth had reached the peritoneal coat or spread past the anatomical confines of the uterine body. The disease spread mainly upwards and downwards, not sideways. Patients developed masses in the abdomen, groins, chest and the left supraclavicular region; but even in these regions, secondaries were rare. Secondary masses occurred in the vagina where they could be treated successfully as long as fifteen years afterwards. He had been taught that they were occasioned by spill and in favour of this belief was the fact that the bulk of them were found in the scar at the vault of the vagina; but he had always closed the cervical canal and in most cases plugged it with gauze before inserting the sutures; nor did spill explain the presence of secondaries above the urethral meatus, nor the way in which the nodules first appeared under the skin and ultimately broke through.
Lymphatic and venous spread must be considered. Vaginal secondary deposits reacted wonderfully to radium. When he found such a deposit, he scraped out the growth with a curette, leaving a spherical cavity with a fibrous wall; into this cavity was placed an ovoid containing radium. The results were, in most cases, truly dramatic, leaving a clean mobile vault. By this technique the radium was in close apposition to the growth. In most cases of carcinoma of the body the uterine walls did not touch, there being an appreciable uterine cavity, and unless a technique such as that suggested by Heyman was used, the effect of intracavitary radium might be negligible. This was his main reason for using post-operative radium in treating carcinoma of the body; yet he strongly advocated pre-operative radium in the radical treatment of carcinoma of the cervix.
Since 1948 Mr Currie had removed the bulk of the vagina and later inserted a modified Dobbie's applicator into the small portion left. There had been only one vaginal recurrence in the fifteen years.
Fractional curettage was not a new procedure.
When investigating a case of irregular hemorrhage one should first curette the vaginal surface of the cervix and then, with a specially small curette, the cervical canal and lastly, after dilatation of the cervix, the uterine cavity. If malignant disease was found in the cervical canal treatment was instituted as for cervical cancer, i.e. pre-operative radium and Wertheim's hysterectomy. If the canal was free from growth he performed an extended hysterectomy; by extended he meant extension of the operation upwards and downwards, not laterally. The specimen was examined as soon as it was removed. If the growth had invaded the muscle to within 1-2 mm of the peritoneum the glands at the side of the pelvis were removed. He could see little value in the routine removal of the pelvic glands and none in going out to, but not disturbing, the ureters. One of the most distressing findings in follow up of cervical cancer was a hard fixed irregular mass on the lateral pelvic wall. This meant an incomplete removal of the pelvic glands. With carcinoma of the body such a discovery was rare, and had not occurred in the 215 cases at present attending Mr Currie's clinics.
He operated on nearly every case he saw. In patients who were bad risks because of age, adiposity or general disease, he used the vaginal approach; it might be difficult if there were an associated carcinoma of the ovary (6-9 %), but Bastiaanse had used it successfully for many years.
During the last few years, when performing hysterovaginectomy, he had removed the pelvic nodes to see how often they were involved. So far there had been only one case with iffected glands, and in that the primary disease had spread through the uterine wall.
To sum up, Mr Currie recommended treatment of carcinoma corporis uteri by hysterovaginectomy, extending the operation upwards by removing a long length of the ovarian pedicle, and downwards by removing three-quarters of the vagina. The pelvic glands should be removed if the growth had spread past the anatomical outlines of the body. He used post-operative radium and did not encourage general use of the more drastic Wertheim's operation unless the disease had involved the peritoneum or the cervix; in inexperienced hands this operation held risks which might not be justifiable and which might be greater than the risk of leaving malignant nodes.
Mr Wilfrid Mills (Birmingham) said that during the last twenty years the Birmingham United Hospitals had given primary treatment to 50 or 60 new cases of corpus cancer annually, in addition to those patients referred from other hospitals for some aspect of their treatment. New cases had been treated by seven or eight members of staff, generally by hysterectomy (including adnexa) as soon as the diagnosis had been made and often with post-operative irradiation from a vaginal source. This effected a marked reduction in the recurrence rate at the vaginal vault (Dobbie, 1953, J. Obstet. Gynac. Brit. Emp. 60, 702) . Of 653 cases of corpus cancer treated primarily at the United Birmingham Hospitals during the years 1946-57, there had been 435 five-year cures (Table 1) .
In 1952 a personal series had been started, comprising perhaps one-sixth of the total number, to be treated by pre-operative intrauterine radium, followed after three or four weeks by more radical surgery. Pelvic lymphadenectomy was to be the rule, with a modified Wertheim operation in many cases. From June 1952 to December 1963 he had seen 104 patients, but these were heavily weighted in the first year by some very advanced cases passed by colleagues for node dissection. He had operated on 102 of these patients. Out of 82 lymph-node dissections there were 17 (20%) positive findings for cancer, and 5 of these were in the first 6 cases; in recent years the figure had been 10-15 %. Only one-third of these cases with positive nodes had been from anaplastic primary growths, but as these had been only one-sixth of the total it appeared that the anaplastic primary was twice as likely to have metastasized to lymphatics as was the adenocarcinoma. Results were still difficult to assess in terms of cure: only 50 had reached the five-year stage, and of these 38 (76 %) were free of disease. There were two deaths from pulmonary embolism (1953 and 1957) , but no subsequent primary mortality. It might well be felt that a form of cancer in which a five-year cure rate of 66 % for all cases seen could be achieved by conventional therapy was not one that required extended surgical procedures. On the other hand, the apparent cure of a few 'node positive' cases (3 five-year cures out of 11, in this series) might make it worth while.
The prognostic value of node dissection was shown well by the cases that had not yet been followed for five years. Only one of the 6 'nodepositive' cases was well and free from disease, while of 42 'node-negative' cases only 5 showed recurrence of cancer (and 2 of these had had gross abdominal spread at laparotomy).
Meeting February 28 1964
The following cases were presented: 
